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Pain Assessment 
The use of therapeutic measures which are 
designed primariiy to modulate pain has high-
lighted the need for an accurate and reiiabie 
method of pain assessment in the physiother-
apy department. 
Some psychoiogical considerations of pain are 
reviewed and different methods of pain assess-
ment are described and discussed. The need 
for a practical pain assessment tool is empha-
sised in the ongoing assessment of the patient 
by the physiotherapist. 
A pain assessment model is proposed which 
can incorporate a Visual Analogue Scale, a 
record of analgesic intake and a record of the 
patient's activity level. These parameters can 
be recorded and displayed in graph form, which 
provides a clear picture of symptom relief and 
treatment effectiveness over a period of time. 
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Pain has become an increasingly 
frequent topic in our professional 
journals. Since Melzack and Wall 
(1965) proposed the Gate Control The-
ory of pain in the mid-sixties there has 
been a vast increase in both the the-
oretical and the applied aspects of the 
knowledge of pam. The implementa-
tion of this knowledge has led to a 
better understanding of existing treat-
ment modalities, such as interferential 
(De Domenico 1982) and to the devel-
opment of new treatment modalities 
Transcutaneous Electrical Nerve Stim-
ulation (T.E.N S ), which is a simple 
treatment modality designed specifi-
cally to control pain, has been the 
subject of both clinical trials 
(McKelvey 1978) and experimental 
studies (Wolf, Gersh and Kutner 
1978), 
Of course, physiotherapists have 
been treating pain for many years as 
one of the dominant symptoms of the 
many different syndromes with which 
they are confronted. However, the 
emphasis has usually been on the 
assessment, treatment and recording 
of the physical aspects of the condition 
with little emphasis on the quantifi-
cation and accurate recording of the 
pain itself. 
The use of modalities that are 
designed primarily to effect a change 
in the patient's experience of pain has 
necessitated the development of some 
accurate means of recording the 
patient's report of pain. The trend 
within physiotherapy to more accurate 
recording of findings and to a scien-
tific approach to the evaluation of 
data (Dyer 1982), has further led to 
the need for a simple and accurate 
pain assessment tool. 
The increased understanding of the 
physical and psychological mecha-
nisms involved in pain has led to the 
development of various methods of 
pain assessment which can be applied 
to different settings, eg in experimental 
studies, in clinical trials and in the 
pam clinic. However, quantification 
of pain is not yet routine in the 
physiotherapy department. 
It is the purpose of this paper to 
review briefly some considerations in 
the assessment of pam and to propose 
a simple, reliable and accurate method 
of pain assessment which can be used 
in the day-to-day assessment of phy-
siotherapy patients. 
Pain can be defined as 'an unpleas-
ant experience which we associate with 
tissue damage or express in terms of 
tissue damage, or both' (Merskey 
1978). It is an 'experience' and does 
not have a straight stimulus-response 
relationship, le not every equal stim-
ulus will be perceived as an equal 
amount of pain (Sternbach 1978), but 
is influenced by a complex intermin-
gling of psychological and physiolog-
ical factors. 
The physiological mechanisms 
involved have been excellently 
reviewed recently by Bishop (1980) 
and Watson (1981a, 1981b, and 1982), 
and will not be addressed here. How-
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ever, some understanding of the psy-
chological considerations is necessary. 
Psychological 
Considerations 
It is important to remember that an 
afferent nociceptive discharge, from 
a source of pain, does not mark the 
beginning of the pain process, but that 
these signals are entering a preset, 
active nervous system and will be 
modified accordingly (Melzack and 
Taenzer 1977). The liability of a per-
son to complain of pain is intimately 
connected with such variables as cul-
tural background, past experience, 
attention and arousal (Fredenckson, 
Lynd and Ross 1978). The experience 
of pain is ever changing, depending 
on the background psychological state 
at the time, 
Thus, a soldier in battle may not 
complain of pain from a very obvious 
injury while his attention is on the 
fighting. Conversely, a person in 
chronic pain may, through increasing 
somatic preoccupation, be very aware 
of even the slightest variation in his 
pain. His behaviour has become 
dependent on his pain and pain has 
become an integral part of his behav-
iour (Sternbach 1978). Mood has been. 
shown to be directly related to pain, 
anxiety being associated with acute 
pain and depression with chronic pain 
(Merskey 1978) 
Psychosomatic mechanisms can also 
produce pain, eg the action of severe 
stress may produce muscle spasm, 
local vasoconstnction, liberation of 
neurochemical excitatory substances 
and visceral dysfunction These reac-
tions create more pam which, in turn, 
creates more stress — the pain cycle 
(Bonica 1977) 
Operant behaviour can have a large 
influence on the acquisition of a pain 
habit (Fordyce 1978). An initial injury 
may provoke some behaviour on the 
part of the patient. If that behaviour 
is reinforced, in the form of an 
increase in attention or other positive 
reinforcement, the behaviour may be 
prolonged and even become the nor-
mal behaviour pattern long after the 
original cause of the pain has disap-
peared. The implication here is that 
to eliminate the pain it may also be 
necessary to deal with the cause of the 
continuation of the pain behaviour. 
Pain may also be due to psycholog-
ical causes or associated with psychi-
atric disturbances (Merskey 1974). In 
the former, pain may become associ-
ated with anxiety or loss of love with 
the result that whatever evokes these 
emotions also evokes pam. In the 
latter, pain may be a manifestation of 
psychiatric disturbance and be asso-
ciated with such things as depression 
or hysteria 
Assessment 
Webster's 1971 definition of the 
word assess is 'to determine the impor-
tance, size or value of Assessment, 
therefore, asks the question, 'How 
much?' If pain is solely a neurophy-
siological phenomenon it should be 
possible to measure it in terms of the 
body's autonomic responses to acute 
pain, ie an increase in heart rate, 
stroke volume, blood pressure, pup-
illary diameter and muscle tension. In 
addition to these increases there is a 
decrease in superficial blood flow, 
intestinal blood flow and salivation 
(Sternbach 1976). However, with 
chronic pain, the acute autonomic 
response becomes habituated, and the 
main responses are psychological ones, 
eg insomnia, withdrawal of interest, 
appetite changes and increased somatic 
preoccupation (Melzack and Dennis 
1978). 
Chronic pam has been defined as 
'pain of at least six month's duration 
that has not been relieved by conven-
tional means' (Hendler 1982). Beyond 
this time the dominan t , acute 
responses will become habituated and 
parameters, other than physiological 
ones, will have to be used to assess 
pain. These parameters must be appli-
cable to both acute and chronic pain. 
Much of the work on the quantifi-
cation of pain has been carried out in 
the laboratory with experimentally 
induced pain (Wolff 1978, Gracely et 
al 1978). The applicability of experi-
mental pain to clinical pain has been 
questioned on the grounds that: 
(a) there is no real psychological 
involvement on the part of the 
experimental subject, 
(b) the intensity of the induced pain 
is usually less than that of clinical 
pain, 
(c) the subject knows that experi-
mental pam will stop (Melzack and 
Dennis 1978), 
(d) laboratory pain does not include 
such variables as anxiety or depres-
sion in its methodological design, 
for obvious ethical reasons (Stern-
bach 1978). 
However, some of the methods used 
to assess experimental pain have been 
found useful in the assessment of 
clinical pain. 
Assessment of the patient's pain 
may be accomplished by:— 
1. The subjective report of the 
experience of pam. 
2. Analysis of personality variables. 
3. Objective analysis of pain behav-
iour. 
4. Global measures. 
Subjective Methods 
Rating scales require the patient's 
subjective estimate of his pain intensity 
level. Many different types of rating 
scales can be used. A few will be 
described. 
A Visual Analogue Scale (VAS) is 
a straight line, the ends of which are 
the extreme limits of the sensation to 
be measured. The line may be hori-
zontal or vertical (Scott and Huskisson 
1976) (Figure 1). The patient is 
requested to put a mark on the scale 
at the point which approximates to 
the relative intensity of his pain. In 
this case the line chosen is ten centi-
metres in length. The position of the 
patient's intensity rating is measured 
from no pain, and is expressed in 
terms of a fraction of the whole line, 
ie ten centimetres. In this case the 
measurement is 6.6 centimetres 
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no pain unbearable 
pain 
Figure 1: Visual Analogue Scale 
i < 1 I 
no pain mild moderate severe unbearable 
pain 
Figure 2: Graphic Raung Scale 
Therefore his pain estimate would be 
6.6/10 of what he would consider to 
be unbearable pain. 
The Graphic Rating Scale (GRS) is 
a visual analogue scale with descriptive 
terms placed equidistantly along the 
line (Figure 2). These descriptors can 
help the patient decide where to place 
his estimate on the line. Instead of 
words, numbers may be used. Scott 
and Huskisson (1976), in an analysis 
of different rating scales, found that 
the most reliable were the Visual 
Analogue Scale and the Graphic Rat-
ing Scale on horizontal lines with word 
descriptors spread along the lines. 
The type of word chosen is also an 
indication of the intensity of the pain 
(Agnew and Merskey 1976). The Ver-
bal Rating Scale (VRS) is a written 
scale comprising of five to seven word 
categories, eg no pain, mild pain, 
moderate pain, severe pain, unbear-
able pain. The patient is asked to 
choose the word that most closely 
describes his pain. The Visual Ana-
logue Scale was found to be more 
reliable than the Verbal Rating Scale 
on its own (Ohnhaus and Adler 1975). 
Auditory Scaling involves a com-
parison between the patient's estimate 
of pain and the pitch of a sound 
(Merskey and Woodforde 1972). This 
method uses a simple audiometer and 
requires the subject to increase the 
pitch of the sound to a point where 
it feels equal to the intensity of his 
pain. This is an example of cross 
modality matching, which has high 
reliability (Chapman 1976). Auditory 
Scaling in this way is simple and easy 
to administer. 
Personality Assessment 
Many different tests are used to 
measure various aspects of personality 
which influence a person's tendency 
to report pain, eg the Eysenck Per-
sonality Inventory (Jamison ef a/1976) 
and the Speiiberger State-Trait Anxi-
ety Inventory (Ghia et al 1979). 
One of the most frequently used 
tests is the Minnesota Multiphasic 
Personality Inventory (MMPI) (Jami-
son et al 1976). This is a large ques-
tionnaire which is relatively easy to 
administer but is lengthy and its valid-
ity has been questioned. Patients with 
chronic pain show elevation of the 
Hypochondriasis, Depression and 
Hysteria scales of the MMPI. 
Pilowski (Pilowski 1969, Speculand 
et al 1981) in Adelaide, has developed 
a screening method that identifies ill-
ness behaviour, which has proved valid 
for different chronic pain populations. 
His findings indicate that chronic pain 
patients, compared to patients with 
acute pain, were less likely to accept 
reassurance from the doctor, were 
more preoccupied with their physical 
symptoms and were less likely to 
acknowledge the psychological aspects 
of their condition. 
Objective Methods 
Analgesic Intake. Beecher (1953) 
proposed a method of quantifying 
pain statistically which related the 
patient's pain level to the amount, 
type and frequency of analgesics tak-
en. This method is easy to record and 
is widely used (Elton, Burrows and 
Stanley 1979, Melzack 1975). 
Activity Level. Sternbach et al 
(1976), in an interesting study on the 
long term effects of T.E.N.S. and 
surgery in low back pain patients, 
used, amongst other measures, the 
activity level of the patient as one 
measure of pain behaviour. A daily 
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and weekly chart was kept of the 
number of hours each day not spent 
lying down. An increased activity level 
was correlated with a decrease in pain. 
Kremer, Block and Gaylor (1981) 
noted that some patients using this 
method reported significantly lower 
levels of activity than was rated by 
staff members who unobtrusively 
observed them. This criticism may be 
obviated by an instrument used by 
Sanders (1980) to measure 'up-time', 
w the amount of time not spent lying 
down This instrument consists of a 
miniature stop watch-calculator which 
is mounted on the patient's thigh and 
is triggered by a mercury tilt switch. 
When the patient assumes a vertical 
posture the calculator is automatically 
switched on and the cumulative time 
spent erect is recorded. When the 
patient becomes horizontal again the 
device switches itself off. This system 
is easy to operate and shows high 
reliability and concurrent validity. 
Global Measures 
The McGill Pain Questionnaire 
(MPQ) is designed to measure three 
different components of pain; the sen-
sory, affective and evaluative com-
ponents (Melzack 1975). The ques-
tionnaire consists of one hundred and 
two descriptive 'pain' words which are 
divided into the three main categories. 
The evaluation of pain is on the 
basis of:— 
• A Pain Rating Index (PR!) which 
is based on numerical values of 
the relative intensity of the words 
chosen. 
• The total number of words cho-
sen. 
• The Present Pain Intensity (PPI) 
which is measured from a Verbal 
Rating Scale from mild to excru-
ciating pain. 
The questionnaire is designed for 
use at each visit to the clinic and for 
daily use at home. The patient fills in 
a modified chart four times each day 
at home and notes the PPI, the num-
ber of analgesics taken, any unusual 
activities or symptoms, and the num-
ber of hours slept. In the clinic the 
MPQ takes approximately fifteen to 
twenty minutes to administer at first 
but this time lessens with practice. It 
should be administered by trained 
personnel to ensure the patient under-
stands the meanings of the words. 
The MPQ has been subject to some 
criticism (Wolff 1978) but has largely 
been shown to be reliable and has 
been used effectively in recent studies 
(Graham et al 1980, Van Buren and 
Klienknecht 1979). 
In one of the few reports on pain 
Age 
Duration of Pain 
Medication 
Date 
Diagnosis 
Strength i 
How long since last medication? 
Number taken daily : 
Note : If taking more than one medication, detail only those taken of pain. 
Pain Rating 
No pain moderate severe unbearable 
pain 
Instruction : If thishne represents all the possible variations in your pain, 
mark I on the line at the point which you feel most closely 
matches your pain at the moment. 
>,: severe 
moderate 
mi ! 1 1 tj m Mi IN 1 III 11 P n 
1 1 1 1 1 1 1 1 N" 
■ l 3 * I I f * * '<* * 
IP M r i^ ri 1111111 M 
! # ■  N h J K M r 
' H i 
Ml 
£ Fl * « $b r? It M «0 *, Time in days 
Figure 3: An example of a pain chart, 
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Name: Date : 
1 . I 
no pain mild moderate severe unbearable 
pain 
Number of * pain pills1 taken in the last 24 hours : 
Note : Please note any unusual problems on the other side of this sheet. 
Figure A: Home recording card 
assessment in the physiotherapy liter-
ature, Elton et al (1979) used a mod-
ified MPQ in their approach to a 
multidimensional assessment of pain. 
They used many fewer word descrip-
tors and asked the patient to underline 
all the words that described their pain, 
in contrast to the MPQ which required 
the patient to underline only one word 
per category. They also used a VAS 
and VRS. The computed values of 
these were recorded in daily and week-
ly pain charts in which the patient 
recorded his hourly pain intensity with 
the amount of medication taken. This 
would allow a clear, hourly picture of 
the patient's pain to be observed. 
Discussion 
Physiotherapy is a practical profes-
sion. To remain practical it must use 
the most appropriate tools for the task 
— those that can be used quickly, 
accurately and effectively. If the task 
involves the treatment of pain, an 
accurate means of pain assessment 
should be used to facilitate efficient 
treatment. 
From an ongoing assessment of his 
pain the patient can see his improve-
ment charted, and from this gain more 
confidence in the treatment. As pain 
is a subjective experience, the patient, 
forgets what the pain was like previ-
ously and mainly considers what it is 
like at the present. A record of pain 
may help to distinguish these factors. 
Problems arise in the assessment of 
pain because of the complex nature of 
the experience. However, as yet, this 
is not often taken into account in the 
clinical situation. We know how to 
quantify pam. We should utilize this 
to the benefit of the patient. To do so 
we must ask the right questions in 
order to receive valid answers. 
Only a few of the possible methods 
of assessment have been presented 
here. The global methods are the most 
comprehensive but are also the most 
time consuming. They would also 
place most demand on both the patient 
and the therapist. For these reasons 
they are not suitable for normal use 
in the physiotherapy department. 
The McGiII Pain Questionnaire 
(Melzack 1975), although subject to 
criticism, does give statistically quan-
tifiable information in a reasonably 
compact form. It would be a valuable 
tool where research is being considered 
or where a very accurate record is 
required, as in the pain clinic. 
The proposals of Elton et al (1979), 
although useful, would also be time 
consuming. From a practical view-
point, it is questionable whether the 
usual physiotherapy patient would be 
willing to keep an accurate hourly, or 
even six hourly, record of his pain. 
Such additional paperwork would also 
put an increased demand on the ther-
apist. Therefore, simpler methods 
should be considered for use in the 
physiotherapy department. 
Recommendations 
Three methods previously described 
should be considered: 
— A Graphic Rating Scale. 
— A record of Analgesic Intake. 
— A record of Activity Level. 
Any one of these three measures, 
taken on its own, can give a reliable 
indication of pain. However, it is 
proposed that, at least, two measures 
together be recorded to give a more 
accurate assessment of the patient's 
pain, eg the Graphic Rating Scale and 
a record of Analgesic Intake. These 
should be recorded on each visit to 
the physiotherapy department, before 
the treatment commences. Ideally, it 
is more desirable to have the patient 
record his pain level at least once daily 
and to bring a record of that estimate, 
together with a record of the daily 
analgesic consumption, to the thera-
pist on each visit. Recording at home 
should take place at the same time, or 
times, every day to ensure some con-
sistency. 
The assessment should be recorded 
and kept with the patient's progress 
notes in the usual manner. It may 
prove useful to add a sheet (Figure 3) 
to the initial examination of the patient 
which would provide an ongoing 
assessment of the treatment pro-
gramme. 
This sheet would record the initial 
pain rating by the patient, together 
with the present daily analgesic intake 
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Alternatively, the activity level could 
be recorded with the pain rating. 
If the analgesic intake is recorded, 
and there is more than one type of 
analgesic taken, then these would be 
recorded separately and displayed sep-
arately on the graph The time that 
the medication is taken relative to the 
time of pain rating should be noted, 
as this will alter the subjective estimate 
of the pain. This time, between pill 
taking and pain rating, should be 
maintained at a constant time for each 
subsequent pain rating. 
The graph would be filled in by the 
physiotherapist on the first day — day 
I — and on each visit of the patient 
to the department 
For home recording the patient 
should be given a simple sheet (Figure 
4) with a GRS and a place to mark 
analgesic intake. This should be 
returned to the therapist on each visit 
to the department. The therapist can 
then enter the scores on the graph in 
the patient's case notes, together with 
any problem that the patient encoun-
tered which may have influenced the 
symptoms and therefore the pain 
recording. 
A disadvantage of having the patient 
making more than one estimate on the 
same GRS is that the second pain 
estimate may be made with reference 
to the initial one which may make it 
less valid. This could be minimised by 
using a fresh sheet for each estimate. 
If the effects of a specific treatment 
are required, eg in the initial evaluative 
stages of T.E.N 5 treatment, the 
graph can easily be modified to indi-
cate hourly recordings pre and post 
treatment. 
Similarly, for a more detailed assess-
ment, the MPQ can be used in con-
junction with the initial examination 
and at the end of the course of 
treatment. The use of some form of 
personality indicators, such as the 
MMPI, may also be advised in exper-
imental studies. 
A patient is seldom assessed and 
treated solely for pain. Other objective 
methods of ongoing patient assess-
ment, eg joint range of movement and 
muscle power, are routinely recorded 
by the physiotherapist. Pain assess-
ment should be used in a similar 
fashion. 
It should be emphasised that this 
form of pain assessment is in addition 
to, and in no way replacing, the 
detailed physical examination carried 
out by the therapist. This examination, 
however, usually only produces a 
description of the position, type and 
frequency of the pain and does not 
attempt to quantify it 
Conclusion 
Some aspects of pain have been 
described and an attempt made to give 
a reasoned account of the methods 
that may be used to assess it. 
The fact that pain is a very complex 
process does not mean to say that very 
complex methods of assessment need 
to be employed in the clinical situa-
tion. An ongoing record should be 
kept however, and this should reflect 
various aspects of pain in the patient's 
behaviour. 
Pain assessment should be carried 
out for all patients who have pain as 
one of their main symptoms. It should 
not be confined to those patients in 
whom pain is the dominant, or only 
symptom. 
The methods recommended in this 
paper for the assessment of pain are 
simple and easy to apply. They are 
suitable for the day to day assessment 
of the patient and, by indicating more 
about the patient, will increase the 
effectiveness of the overall treatment 
programme. 
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